Background This study set out to explore whether there are systematic differences in unmet needs for rehabilitation services and resources as identi®ed by disabled people and nominated key professionals.
Background
The Community Care Act 1990 introduced needs led assessments, rather than service led assessments, to decide on the services required to enable elderly and disabled people to live as independently as possible at home. 1 The de®nition of need, however, was linked to the availability of resources, which has meant that needs depend on priorities. 2 The relative priority of need was to be assessed according to eligibility criteria measuring levels of`risk' and`dependence'. It has been estimated that the prevalence of disability in Great Britain is 14 per cent for people aged 16±65. 3 Considering these large numbers and the greater emphasis on community care since the 1990s, it might be expected that many community-based rehabilitation services would be oriented towards meeting disabled people's objectives and needs. There is some evidence from the literature that this is not the case, however. In a 1982 Kingston-upon-Thames study general practitioners (GPs) knew about fewer than 50 per cent of the dif®culties with activities of daily living that were reported by 37 per cent of disabled people. 4 Unmet needs have also been found for domestic help (19±54 per cent), holidays or convalescence (14 per cent), extra aids (18 per cent) and advice on bene®ts (30 per cent). 5±7 What is not certain from work performed so far, however, is whether such differences are random in nature, or more systematic. This study set out to explore whether there are systematic differences in unmet needs for rehabilitation services and resources as identi®ed by disabled people and nominated key professionals.
People with a primary physical disability, who were living at home, were included provided that their GPs had given their consent to invite their patients to participate. People with a primary disability of blindness or deafness were excluded.
Sampling frame
We used two existing disability registers, in Basingstoke and Southampton, to randomly select disabled people.
8 These registers comprised disabled people, aged 16±65, who had been identi®ed by community rehabilitation services as being in need of regular surveillance by formal assessment of their care needs. These registers must be distinguished, therefore, from those comprising self-identi®ed individuals.
During the interview, participants were asked to identify the main health or social care professional who they expected to be most knowledgeable about their needs. If they were unable to identify a professional in answer to the above question, they were asked whether their GP would know them well enough to identify their needs. The GP therefore acted as a default option. Those who did not think that their GP would know them well enough were excluded. A`case' is de®ned in this paper as a disabled person plus a nominated professional.
Needs assessment
In the absence of an existing valid needs assessment research tool, a new semi-structured needs assessment questionnaire was developed during a pilot study (the Southampton Needs Assessment Questionnaire, SNAQ). It was shown to have good content and construct validity during the pilot. Its development and validation will be published separately. The SNAQ covers topics identi®ed as important to disabled participants in the pilot study ( Table 1) . The instrument was administered to disabled people by face-to-face interview at home, following consent from the disabled person. If disabled people had very poor communication skills, or objected to being interviewed on their own, they were interviewed together with their carer. During this process of questioning it was possible to derive those needs that were met and thus enable participants to think about their unmet needs. At the end of the interview participants were asked to list all their unmet needs in order of priority. Level of disability was measured using the Of®ce of Population Censuses and Surveys (OPCS) Disability Severity Scale. 3 Professionals were interviewed over the telephone. The questionnaire used for professionals was identical to that used for disabled people, with the exception that questions were altered to re¯ect the professional's perspective.
Statistical analysis
The numbers of unmet needs reported by participants did not follow a normal distribution and the analysis was therefore conducted using non-parametric statistics. Comparisons between disabled participants and their professionals on the numbers of needs reported were made with Wilcoxon Signed Rank tests. Concordance between participants about the nature of unmet needs was established as follows. First, the proportion of unmet needs identi®ed by the disabled person that was also identi®ed by his or her professional was calculated. Thus, a concordance score (CS) ranging from zero to one could be obtained (where zero indicates none of the unmet needs reported by the disabled person; one indicates all of the unmet needs reported by the disabled person). In a large proportion of cases CS equalled zero, however, and we therefore grouped cases into two categories: cases in which CS was`moderate to good' (CS > 0), and cases in which CS was`poor' (CS 0). We hypothesized that concordance scores between disabled participants and their professionals would be higher if the disabled person was older, male, had been disabled longer or had a progressive deteriorating condition. In addition, we hypothesized that concordance scores would be lower if the disabled person had poorer communication skills (OPCS), poorer intellectual functioning (OPCS), or had identi®ed a GP as their key professional. Mann±Whitney U-tests and x 2 tests were used to test these hypotheses. We also explored whether there were systematic differences in the magnitude of selfreported need between the two groups of`poor' and`moderate to good' CS.
Second, agreement between disabled participants and their professionals on the nature of the reported unmet needs was established with kappa 9 statistics (and 95 per cent con®dence intervals of kappa) after dichotomizing the data into whether or not a person reported an unmet need of a certain type. For this purpose needs were grouped.
Ethical approval for the study was granted by the local ethics committees. Baseline data were collected in 1995.
Results

Participation and case characteristics
A random sample of 154 disabled people, who ®tted the inclusion criteria and for whom GP consent had been granted, was selected from the disability registers. A postal invitation to take part in the study was accepted by 96 disabled people. Forty people declined, and 18 did not respond to the invitation. Out of the participating 96 disabled people, it was realized at interview that three had such severe communication dif®culties that they were unable to communicate their unmet needs effectively and they were therefore excluded, leaving a potential 93 cases in the study. Participants and non-participants were similar in age (median [interquartile range (IQR)] 48 years (39±55) versus 48 (36±56), Mann±Whitney U (MWU) 2035, p 0:72), gender (male:female 36:57 versus 27:31, x 2 0:90, p 0:34) and diagnosis ( Table 2 ). The largest single diagnostic group comprised people with multiple sclerosis.
It now remained to match disabled people to nominated professionals. Two disabled people could not identify a health or social care professional who was knowledgeable enough about their needs to take part, including the GP default, and were excluded. One nominated professional ceased employment before being available for interview, and three further nominated professionals declined participation. There were thus 87 cases where both the disabled person and the professional consented to take part. The level of disability was severe in this group of people as measured with the OPCS Disability and Severity Scale (median 8.0; IQR 6.0±9.0). The disciplines of the professionals varied greatly (Table 3) , the largest single group comprising GPs. Out of the 24 GPs, 11 had been chosen only after the disabled person could not spontaneously think of a professional who would be knowledgeable about his or her needs.
Needs
The most frequently used services were those of the GP (85), dentist (63), optician and hospital consultant (55), and occupational therapist (39). Disabled people identi®ed signi®cantly more unmet needs than did their key professionals (Table 4) . A large proportion of participants had multiple sclerosis, and potentially limited the generalizability of the study. To check whether this was the case, we compared the number and types of unmet needs reported by them with those reported by other disabled participants: there were no signi®cant differences between them [median (IQR) 3 (2±5) versus 3 (2±7), MWU 844:0, p 0:58]. Concordance scores between disabled people and their professionals were low, with a score of one (complete agreement) being obtained in four cases only (Table 5) .
The two groups of disabled participants and their professionals (those with poor and those with moderate to good concordance) did not differ signi®cantly on any of the hypothesized case characteristics (Table 6 ). There was a trend that GPs were poorer than other professionals at identifying disabled participants' needs [difference in proportion ±20 per cent, 95 per cent con®dence interval (CI) ±42 per cent to +2 per cent]. Concordance scores of zero between disabled participants and the 11`default GPs' occurred in 64 per cent of cases and between disabled participants and the other 13 GPs in 77 per cent of cases. The concordance scores between these two groups were not signi®cantly different, however (x 2 0:07, p 0:79).
An exploration of the magnitude of self-reported need showed that CS were signi®cantly better if the disabled participant had reported more unmet needs (Table 6 ). Table 7 shows that more disabled participants than professionals identi®ed unmet needs for adaptations, information, wheelchairs, hospital consultant, physiotherapy, equipment and chiropody. By comparison, more professionals than disabled participants reported unmet needs for improved social life and improved intellectual ful®lment.
Kappa statistics showed that there was fair agreement in ®ve areas of unmet need only (in descending order): adaptations, physiotherapy, equipment, assistance with`non-care' activities and the use of a day centre. In all the other areas of unmet need the agreement was poor (Table 7) .
Discussion
An important ®nding in this study was the discrepancy between the needs and priorities identi®ed by disabled people in face-toface interviews and the identi®ed key professionals in telephone interviews. Could this difference have been due to the different method employed? We consider this to be unlikely, as the wording of the questions was virtually identical. In addition, this method made it easier for professionals to consult their notes while responding to questions.
The different perceptions of needs for rehabilitation services and resources may be explained in several ways. First and foremost, the subjective experience of disability is different for each disabled person, carer and professional. 10 However, this, although a cause of random variation, should not cause systematic differences between groups.
Second, however, there is no clear consensus on the de®nition of`need'. Need has been de®ned as`the ability to bene®t from health care' 11, 12 but, conversely, it can be argued that care is the antithesis of rehabilitation.
13`N eed', therefore, may be dependent upon the prior experiences and, if viewed in the context of the health professional, the training of the observer. The higher levels of concern experienced by professionals about personal ful®lment and meaningful occupation of time, for instance, might re¯ect an unduly pessimistic perception of the sources of stress and of satisfaction in the lives of disabled people. This tends to support Oliver's view that professionals identify and pursue goals for disabled people that are inappropriate and possibly oppressive. 14 Table 5 Unmet needs: concordance scores between disabled participants and their professionals (numbers, with percentages given in parentheses)
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7 (8) Care attendant scheme employee 6 (7) Health care services manager physical disabilities 6 (7) Rehabilitation medicine consultant 1 (1) Speech therapist 1 (1) Homecarer 1 (1) Administrator hyperbaric oxygen 1 (1) Aromatherapist 1 (1) Head Cheshire Home 1 (1) Project worker James Society (alcoholics and homeless people) 1 (1) Project worker Stonham Housing Association (people with disabilities) 1 (1)
Concordance scores (categorized) Frequency
Concordance score 1 4 (4) 0 < concordance score < 1 34 (39) Concordance score 0 49 (56)
A third explanation arises from the heterogeneity of the disabled population. 15 Disabilities differ in individuals depending upon their circumstances and their objectives. The same impairments call for different solutions, therefore, depending upon their context. For this reason, rehabilitation needs are impossible to derive from the prevalence of disabling diseases or even of speci®c impairments. The political and organizational changes brought about by the Community Care Act, 1 however, encourage assessors to regard needs in terms of individual impairment rather than as socially created discrimination. We can expect a mismatch between needs as viewed by disabled people and practitioners, therefore, merely as a result of an underlying political agenda.
2
A fourth explanation relates to the fact that rehabilitation services, required to meet disabled people's needs, often cross the boundaries of traditionally segregated services, such as the NHS Trusts, local authorities and GP fund-holders. Rehabilitation needs, at an organizational level, may be viewed as a function of what each organization has traditionally supplied. Failure of communication between these services, the dif®cul-ties of co-ordinating them and the fact that funding is separate compounds these problems, however. 16 
Does this study re¯ect reality?
We did not seek to identify the appropriateness of unmet needs identi®ed in this study, nor to negotiate an agreement between differing views. In clinical practice unmet needs are assessed together with the disabled person (and the carer) and in some cases with the involvement of a multi-disciplinary team. The latter does not often happen in real practice, however, and the method employed here re¯ects more accurately current practice. This may result in better concordance than that found here. Concordance between disabled people and professionals was, however, very poor. The fact that concordance scores were much better when the disabled participant had reported more unmet needs suggests that professionals were more in tune with people who were, at least in their own opinion, more needy. The only other trend predicting poor concordance was the choice of a GP as the participating professional. Some GPs were identi®ed as a default option because participants had not spontaneously been able to identify another professional who they felt knew their needs. This may have placed those GPs at a disadvantage. There were, however, no differences in concordance scores between default GPs and others. Whether or not our methods led to some professionals being disadvantaged in this study, GPs will take a leading role in the purchase of rehabilitation services in the future. In the past the allocation of health funding has been caricatured as`the same as last year, plus or minus ®ve percent for pressure groups'. 17 Primary care groups will take over the role currently occupied by health authorities in undertaking needs assessment and commissioning care for many services.
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So what should primary care groups do to ensure that they best represent the views of disabled people? Most obviously, perhaps, is to ensure that disabled people's views are taken into account when shaping rehabilitation services. Secondly, recent work has shown that different professions also have differing priorities for commissioning of services. 19 Given the current structure of many primary care groups, it is not clear how the views of professions other than medicine will be articulated, and it is for primary care groups to resolve how the views of both professionals and patients are taken into account when commissioning services. 
